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A health recertification survey and investigation
of complaint #40183 were completed on 1/25/17
at Signature: Healthcare of Cleveland. No
deficiencies were cited under 42 CFR PART 483,
Requirements for Long Term Care Facilitles.
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Any deficiency slatemmantending with an sstenidx (%) denotes a defilency which the institution may be excused fram carrecting providing it is determined that
other safaguards provide sufficient protettlon to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
followlng the date of survey whether or not a plan of correction ks provided, For nursing homes, the above findings and plans of comection anre disclosable 14
days following the date thesa documents are made available to the facility, I deficisncies are cited, an approvad plan of cerection is requisite to cantinued

program participation.
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